This is part of a series of occasional articles on common problems in primary care. The BMJ welcomes contributions from GPs.
A 58 year old woman presents with a six month history of what she describes as a sensation of a lump in her throat. This has been intermittent in nature and is not worsening, but is causing great concern. She also complains of producing excessive amounts of phlegm. She has not lost weight and has no pain on swallowing. She is a non-smoker and has otherwise been well.
What you should cover
A feeling of a lump in the throat or an abnormal sensation is a subjective feeling, and there may not be an identifiable physical cause for the symptom.
Ask about
• How long the feeling of a lump has been present. Ask the patient to describe this feeling. Try to distinguish from a pain (which may be a more significant pathology). Globus is often described as a feeling that is central and suprasternal.
• Is it getting worse, and do the symptoms come and go? Persisting symptoms would raise more concern.
• Difficulties swallowing (dysphagia). If so, then ask specifically about dysphagia to liquids or solids, or both. Ask about symptoms of regurgitation, which may indicate the possibility of a pharyngeal pouch.
• Pain on swallowing (odynophagia). Is the pain central or does it lateralise? Pain would not be expected with globus pharyngeus.
• Does the feeling improve on swallowing solids or liquids? Globus pharyngeus is typically worse when swallowing saliva (dry swallow) and is often less noticeable on swallowing food and drink.
• Change in voice or hoarseness. If so, is this intermittent or progressive (with the latter possibly being of more concern, especially if no history of voice overuse)?
• Dyspepsia. If so, ask about relevant risk factors such as eating late at night, spicy foods, etc.
• Symptoms of otalgia. This may represent a referred pain, especially if the symptoms are unilateral. There may be an underlying pathology in the oral cavity (trigeminal nerve); the oropharynx or tonsils (glossopharyngeal nerve); or from the laryngopharynx (vagus nerve).
• Any cough. This can irritate the larynx.
• Presence of systemic symptoms (also known as B symptoms). These include fever, weight loss, and night sweats that may be associated with lymphoma. These may be relevant in the presence of neck lumps or asymmetrical tonsils that could indicate disease.
• Any lumps on the neck
• Previous head and neck surgery (particularly for malignancy)
• History of radiotherapy (this may increase the risk of further malignancy in the head and neck).
• Alcohol consumption and smoking history. Both significantly increase the risk of head and neck malignancies.
• Any symptoms of nasal blockage or nasal discharge (anterior and posterior). Postnasal discharge is an irritant and may contribute to symptoms.
• Try to gauge any other stresses in patient's life. Stress and anxiety can have an adverse effect on laryngeal muscle tension, with a resultant worsening of symptoms. There may also be an underlying fear of malignancy.
Examination
A full examination of the head and neck is essential. Listen to the patient's voice. Is there any evidence of hoarseness? Neck examination-The neck needs to be examined systematically, taking in all anatomical areas. The regions are classically divided into an anterior triangle (bordered by the midline anteriorly, the mandible superiorly, and the anterior border of sternocleidomastoid posteriorly) and the posterior triangle (bordered by sternocleidomastoid anteriorly, the clavicle inferiorly, and the anterior border of trapezius posteriorly). Feel for any tenderness or masses. Assess the thyroid in the midline, asking the patient to swallow during palpation.
Oropharynx-Evaluate all of the mucosa, taking care to view the floor of the mouth and the rest of the oral cavity. Assess for abnormalities such as leucoplakia, which presents as white patches of keratosis that are premalignant. Note the tonsils and assess for any asymmetry as his may indicate a malignancy (lymphoma or squamous cell carcinoma) and should always be referred to otolaryngology for further assessment. Palpation of the tonsils, tongue base, and floor of mouth with a finger may be helpful (if the patient permits) to feel for hardness or mucosal changes, which may raise suspicions of a malignancy.
Nose-Look for any obvious evidence of a rhinitic nasal mucosa via anterior rhinoscopy (manually elevate nasal tip and examine with torch). There may be hypertrophied nasal turbinates, evidence of pus or polyps. Postnasal drip may be a contributing factor to symptoms of an irritable throat.
Ear-Perform otoscopy. Look for evidence of otitis externa or a middle ear effusion if the patient also complains of otalgia to rule out an obvious infection. If it is not possible to rule out an aural cause for otalgia prompt referral is required.
What you should do
A sensation of a lump in the throat is a subjective symptom, but a detailed history and examination is absolutely essential in order to rule out serious diagnoses. Patients who present with any "red flags" (see box) or atypical symptoms require referral to exclude malignancy.
Patients who have symptoms of dyspepsia can be started on a course of daily proton pump inhibitor plus a regular compound alginate preparation (such as Gaviscon). Lifestyle advice-such as weight loss, eating earlier in the evening, avoiding spicy and acidic food, reducing alcohol and caffeine intake-is also advisable. It is important that patients are reviewed, usually after four to six weeks, to check for a response to treatment. Those patients who have not improved should be referred to otolaryngology for further assessment. If rhinosinusitis is clinically evident and a postnasal drip is thought to be exacerbating symptoms, treatment can also be directed at this, such as the addition of an intranasal steroid.
Globus pharyngeus is a diagnosis of exclusion and should be considered only once you are satisfied that there is no other underlying cause of the patient's symptoms. It was previously known as "globus hystericus" because of the belief that it was psychogenic in origin, but many patients have a physical basis for their symptoms. It is the perception of a lump, tightness, or abnormal feeling in the throat. It can account for up to 4% of referrals to otolaryngology. 1 A detailed history is essential to enable a diagnosis of globus. 2 Clinical examination in such patients should be normal, and there should be no history of dysphagia or odynophagia. 3 Although the exact aetiology of globus is unclear, several theories have been posited. Potential aetiologies include spasm of cricopharyngeus, laryngopharyngeal reflux, 4 gastro-oesophageal reflux disease, 5 and hypertensive upper oesophageal sphincter resting pressure. 6 Associations with globus include anxiety, depression, and obsessive traits.
Several factors in the patient's history can help. The patient can be reassured, with a view to follow-up, if the presenting complaint is intermittent or associated with anxiety, the voice has been normal, symptoms are indicative of dyspepsia, there is no odynophagia or dysphagia, the sensation is located in the midline, and examination is normal.
There is a lack of consensus in otolaryngology on how to investigate and manage globus. Many patients will be concerned about their symptoms, and referral may be necessary to provide reassurance and establish the diagnosis. Flexible nasendoscopy can then be performed to visualise the larynx. Cognitive behavioural therapy may be of benefit to those with refractory symptoms. 7 Finally, an index of suspicion should be maintained for patients who repeatedly present with symptoms after a diagnosis of globus has been made.
